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Update: Investigation of Bioterrorism-Related Anthrax 
and Interim Guidelines for Exposure Management 
and Antimicrobial Therapy, October 2001 


Since October 3, 2001, CDC and state and local public health authorities have been 
investigating cases of bioterrorism-related anthrax. This report updates previous find 
ings, provides new information on case investigations in two additional areas, presents 
the susceptibility patterns of Bacillus anthracis isolates, and provides interim recom- 
mendations for managing potential threats and exposures and for treating anthrax. 

As of October 24, investigations in the District of Columbia (DC), Florida, New Jersey, 
New York City (NYC), Maryland, Pennsylvania, and Virginia have identified 15 (11 con 
firmed and four suspected) cases of anthrax according to the CDC surveillance case 
definition (7). Seven of the 15 cases were inhalational anthrax and eight were cutane 
ous. Of the seven inhalational cases, five occurred in postal workers in New Jersey and 
DC, and one in a person who sorted and distributed mail at a media company in Florida. 
Two letters mailed to two different recipients in NYC and one letter mailed to a recipient 
in DC are known to have contained B. anthracis spores. Six cases were identified in 
employees of media companies; one was a 7-month-old infant who visited a media 
company; and eight cases are consistent with exposures along the postal route of letters 
known to be contaminated with B. anthracis spores in New Jersey and DC. Using 
molecular typing, analysis of B. anthracis isolates from cases in Florida, NYC, and DC 
indicated that the isolates are indistinguishable (2). Epidemiologic investigations and 
surveillance in other locations are continuing; no additional cases have been identified. 


Florida 


As of October 24, investigations in Florida have identified two confirmed cases of 
inhalational anthrax in persons who worked at the same media company; no additional 
cases of disease have been identified since the last report (7). A pleural biopsy for the 
second confirmed patient was positive for B. anthracis by immunohistochemical (IHC) 
staining. In addition, a >4-fold increase in levels of serum antibody (IgG) to the protective 
antigen (PA) component of the anthrax toxin using enzyme-linked immunosorbant assay 
(ELISA) was demonstrated. 

Environmental sampling of the work site revealed B. anthracis contamination and 
implicated one or more mailed letters or packages as the likely source of exposure. 
Several environmental specimens from regional and local postal centers that provided 
mail services to the work site were culture-positive for B. anthracis. Thirty postal workers 
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had no evidence of 8. anthracis exposure by nasal swab testing. No cases of disease 
have been identified among postal workers. On the basis of the positive environmental 
swabs, focused clean-up procedures continue at regional and local postal centers. The 
Environmental Protection Agency (EPA), in consultation with health officials, is conduct 
ing decontamination of the work site 

Approximately 1,100 persons were started on antimicrobial prophylaxis for 
suspected B. anthracis exposure; 555 worked either full- or part-time in the affected 
building. The majority of other persons reported spending at least 1 hour in the affected 
building since August 1. Additional follow-up for compliance with prophylaxis recom 
mendations and monitoring adverse events associated with long-term antimicrobial pro 
phylaxis is ongoing 


New York 


Investigations in NYC have identified five (three confirmed and two suspected) cuta 
neous anthrax cases; three cases (one confirmed and two suspected) have been identi 
fied since the last report (7). These five cases were associated with four media compa 
nies (A-D). The two previously reported cases were related to work sites A and B, and 
the three additional cases were related to work sites C, D, and A, respectively. No cases 
among postal workers have been identified 

On October 1, a 27-year-old woman who regularly handled mail at work site C sought 
medical care at a local hospital for two lesions on the left cheek, which developed sur 
rounding erythema and edema and local adenopathy. A biopsy obtained on October 16 
was positive by IHC staining for the cell wall antigen of B. anthracis and serologic testing 
was weakly reactive. No suspicious letter was identified from her work site 

Two suspected cases of cutaneous anthrax also have been detected. The first sus 
pected case, a 29-year-old woman with onset of illness on September 22, frequently 
handled mail at work site D. At her work site, an unopened letter postmarked September 
18, which contained powder contaminated with B. anthracis was found on October 19. 
The second suspected case, a 23-year-old woman with onset of illness on September 28, 
handled a suspicious letter postmarked September 18 from work site A. All three 
patients were treated with ciprofloxacin and have shown clinical improvement. A total of 
three persons were confirmed by nasal swabs to have been exposed to B. anthracis, 
presumably acquired during handling and processing of specimens during the investiga- 
tion of the first confirmed case (17 ) 

In work site A, potentially exposed persons were identified and prescribed antimicro 
bial prophylaxis. An environmental investigation of work site A was conducted subse- 
quently; environmental samples taken from work site A were culture-positive for 
B. anthracis. Of 1,360 persons who were tested by nasal swabs from work site A, all were 
confirmed negative. Nasal swabs were obtained from 1,202 persons from work sites B, 
C, and D; 1,183 tested negative and 19 are pending final results. Environmental samples 
taken from work site A were positive. Testing of environmental specimens from work 
sites B, C, and Dis ongoing. 

Prophylaxis was recommended for potentially exposed persons at work site A. Anti- 
microbial prophylaxis was initiated for nine persons who had recent contact with the 
sealed letter containing B. anthracis in work site D. 
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New Jersey 


To date, investigations in New Jersey and Pennsylvania have identified four (two 


confirmed and two suspected) anthrax cases. Cutaneous disease has been diagnosed in 


three patients and one has illness suspected to be inhalational anthrax, but laboratory 
tests to confirm the diagnosis are pending. All four of these patients worked at one of two 
postal facilities in New Jersey. Although no specific contaminated letter was identified, 
-ontaminated letters destined for both NYC and DC passed through at least one of these 
postal facilities in New Jersey 

On October 1, a 45-year-old female mail carrier sought medical care at a local hospi 
tal for a 4-day history of worsening skin lesions on her right forearm. A biopsy was 
obtained and arrived at CDC on October 17 and later that night was found positive by IHC. 
In addition, tissue was positive for B. anthracis by polymerase chain reaction (PCR), and 
serologic testing was reactive. The patient's condition improved on antimicrobial therapy. 

On October 16, a 35-year-old male mail processor, with a history of a chronic, bullous 
like skin condition, was taken to a local hospital complaining of a 2-day history of a large 
pustular lesion on his neck. He returned 1 day later with increasing ulceration of the skin 
lesion associated with fatigue, chills, and a swollen throat; he was afebile but had vesicles 
and bullae around the pustular lesion. Biopsy was positive by IHC, and serologic testing 
was reactive to B. anthracis. The patient's lesions responded to antimicrobial therapy 

Two suspected cases also have been detected. The first case occurred in a 39-year 
old male machine mechanic who was taken to a local hospital on September 26 for two 
bullous, vesicular lesions with surrounding erythema, edema, and induration on the right 
forearm, which progressed to black eschars. The patient was treated for cellulitis with 
ceftriaxone followed by amoxicillin/clavulanate. The patient was reported to CDC on 
October 17 and serologic testing at CDC was reactive to B. anthracis. No biopsy was 
obtained. The patient's condition improved 

On October 14, the second suspected case occurred in a 56-year-old female postal 
worker who sought medical care for fever, diarrhea, and vomiting at a local hospital. On 
October 19, the patient was admitted to the hospital with chills, dry cough, and pleuritic 
chest pain. Achest radiograph showed a small right infiltrate and bilateral effusions, but 
no evidence of a widened mediastinum. The next day, her respiratory status and pleural 
effusions worsened. Achest computerized tomography (CT) showed an enlarged medi 
astinal and cervical lymph nodes without parenchymal disease. The pleural fluid was 
positive for B. anthracis by PCR. Bilateral pleural effusions have complicated the patient's 
nospital course and she continues to require supplemental oxygen. 

On October 20, the postal facility was closed; the New Jersey Department of Health 
and Senior Services recommended that postal workers at both postal facilities initiate 
antimicrobial prophylaxis pending further epidemiologic and environmental investiga- 
tion. Both facilities have been closed pending results of further environmental evalua 
tion. Environmental sampling is being conducted at both postal facilities. In one facility, 13 
of 23 samples from high-risk areas were preliminarily culture-positive for B. anthracis. 
Clean-up efforts are ongoing. Results of cultures from samples taken in the second facil- 
ity and results from approximately 600 nasal swab cultures obtained from postal 
employees are pending. 
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District of Columbia 


To date, investigations in DC, Maryland, and Virginia have identified four confirmed 
anthrax cases. All patients had inhalational illness and all worked at a single postal facility 
inDC 

On October 15, a staff member in the office of a U.S. Senator noted a small burst of 
dust released while opening a tightly sealed letter. The U.S. Capitol Police and Federal 
Bureau of Investigation (FBI) were notified and the area was vacated and 
secured immediately; ventilation systems for the Senator's offices were deactivated 
within 45 minutes of recognizing the threat. The letter and surrounding carpet were 
removed and sent for testing. On October 16, the letter tested positive for B. anthracis by 
PCR, and an epidemiologic investigation was initiated by the health officials from the 
Office of Attending Physician, U.S. Capitol; DC Department of Health (DCDOH); Infectious 
Disease Service, National Naval Medical Center; and CDC 

Based on the initial investigation, the area of exposure was determined to consist of 
two floors in the southeast quadrant of the building where the U.S. Senator’s office is 
located. Approximately 340 staff and visitors potentially were exposed. Beginning Octo 
ber 15, nasal swab testing was performed on these persons and approximately 5,000 
additional persons who referred themselves for testing. Twenty-eight persons had evi 
dence of exposure by nasal swab testing; 13 were in the immediate office space where 
the letter was opened, nine were in adjacent areas, and six were first responders. Anti 
microbial prophylaxis was administered to persons from the area of exposure and first 
responders to the incident. Environmental specimens were collected at the affected 
building and other buildings in the U.S. Capitol complex. To date, environmental speci 
mens are positive from the area of exposure as weli as two mail rooms in the U.S. Capitol 
complex; one of the mail rooms did not process the contaminated letter. None of the mail 
room personnel and none of the postal workers at the post office serving the mail rooms 
had positive nasal swabs. These mail handlers were all offered prophylactic antibiotics. 
Initially, a single positive environmental sample for the post office serving these mail 
rooms was positive. Subsequent samples from this post office and the mail distribution 
center serving this post office were positive 

On October 19, enhanced regional surveillance activities (a collaborative effort 
between DCDOH, Maryland Department of Health and Mental Hygiene, and the Virginia 
Department of Health) identified a case of pulmonary illness in a postal worker. The 
postal worker, a 56-year-old man, sought medical care at a Virginia hospital for fever, 
chills, chest heaviness, malaise, and minimally productive cough of 3 days’ duration. 
Initial evaluation in the emergency department (ED) revealed a widened mediastinum on 
a chest radiograph; a subsequent CT scan revealed mediastinal lymphadenopathy and 
small, bilateral pleural effusions. The patient was hospitalized for suspected inhalational 
anthrax and was treated with broad spectrum antimicrobial agents, including 
ciprofloxacin. Blood cultures grew gram-positive rods within 15 hours of collection, later 
confirmed to be B. anthracis at the Virginia State Health Laboratory and CDC on October 
21. The patient is clinically stable and remains hospitalized. 

On October 20, a second postal worker, also a 56-year-old man, who worked at the 
same distribution center, was admitted to the hospital with a 3-day history of progres- 
sively worsening headache and night sweats. He had no fever, stiff neck, or other symp- 
toms or signs consistent with meningitis. He had a mild sore throat and occasional dry 
cough. Because the patient was linked epidemiologically to the index case of inhalational 
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anthrax, a chest radiograph and chest CT scan were performed that revealed media- 
stinal lymphadenopathy and a right middle lobe infiltrate. Antimicrobial therapy was 
initiated. Blood cultures grew B. anthracis within 18 hours. The patient is clinically stable 
and remains hospitalized. 

On October 21, a third postal worker, a 55-year-old man, who worked at the same 
distribution center was admitted to the hospital with suspected inhalational anthrax. The 
patient had initially sought medical care at a physician's office on October 18 for 2 days of 
progressive fatigue, myalgias, and fever. The patient had a temperature of 102 F (38.9 C) 
and normal white blood cell count and was sent home. The patient returned to the ED on 
October 21 with persistent symptoms, including chills, vague chest tightness, and tem 
perature of 102 F (38.9 C). Chest radiograph revealed right middle and lower lobe alveo 
lar infiltrates and right hilar and peritracheal soft tissue fullness. Evaluation revealed 
hypoxia, leukocytosis, and hemoconcentration. Antimicrobial therapy was initiated, and 
the patient was mechanically ventilated. The patient’s condition deteriorated, and he 
died on October 21. Blood cultures obtained on admission to the hospital grew gram 
positive bacilli, which were confirmed later as B. anthracis at CDC. 

On October 22, a fourth postal worker, a 47-year-old man, who worked at the same 
distribution center was admitted to the hospital with suspected inhalational anthrax. The 
patient had initially presented to the ED on October 21 with complaints of 5 days of 
progressive fatigue, nausea, vomiting, and diarrhea, and syncope. The patient was afe 
brile and had orthostatic hypotension. A chest radiograph was obtained and reported to 
be normal. The patient received intravenous fluids and was discharged. He returned to 
the ED 26 hours later following another syncopal episode and persistent gastrointestinal 
complaints. The patient was afebrile, hypotensive, diaphoretic, and in respiratory dis 
tress. Asecond chest radiograph and a chest CT revealed mediastinal lymphadenopathy 
and bilateral pleural effusions. Subsequent review of the first chest radiograph revealed 
an ill-defined area of increased density in the right subhilar region. Laboratory evaluation 
revealed leukocytosis and hemoconcentration. Antimicrobial therapy was initiated, and 
the patient was mechanically ventilated. Peripheral blood smear demonstrated gram- 
positive bacilli; blood cultures grew gram-positive bacilli within 18 hours and were con 
firmed as B. anthracis at CDC. The patient died on October 22. 

On October 20, CDC and DCDOH initiated an investigation of the postal facility where 
the four patients were employed. Although no specific exposure event was identified, 
the contaminated tightly sealed letter that was mailed to the Senator's office was pro- 
cessed at this facility on October 12 before entering the Capitol mail distribution system 
The postal facility was closed on October 21, and antimicrobial prophylaxis was recom 
mended to employees working in proximity to the same mail sorting area of the first 
patient. In addition, visitors to nonpublic operations areas of this facility also were offered 
antimicrobial prophylaxis. 

On October 22, because of concern about the potential for unrecognized aerosol 
exposures among postal workers, antimicrobial therapy was recommended for all work- 
ers and visitors to nonpublic areas in this postal facility. Subsequently, this recommenda- 
tion has been extended to all postal workers in the DC area directly served by this postal 
facility pending results of ongoing epidemiologic and environmental investigation. 

The first patient also worked at a second postal facility. On October 21, this facility also 
was closed. Antimicrobial prophylaxis also was recommended for workers at this facility 
pending further epidemiologic and environmental testing. 
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passing through the postal system may be the source of exposure. The number of 
contaminated envelopes passing through the postal system is not known. In addition, 
automated sorting could damage envelopes and release spores into postal environments; 
other circumstances that could contribute to the contamination of postal facility 
environments may be identified 

Because these cases are the result of intentional exposures, FBI and other law 
enforcement authorities are investigating these events as criminal acts and are working 
to identify and eliminate the source of these exposures. Until that occurs, the possibility 
of further exposure to B. anthracis and subsequent clinical illness exists. Clinicians and 
laboratorians should be vigilant for symptoms or laboratory findings that indicate 
8B. anthracis infection, particularly among mail handlers. Information to guide health 


are providers and laboratorians is available at <http://www.bt.cdc.gov> 


Managing Threats 


Letters containing B. anthracis spores have been sent to persons in NYC and DC 
he J , 


Prompt identification of a threat and institution of appropriate measures may prevent 
nhalational anthrax. To prevent exposure to B. anthracis and subsequent infection, 
suspicious letters or packages should be recognized and appropriate protective steps 

Characteristics of suspicious packages and letters include inappropriate or unusual 
labeling, strange return address or no return address, postmarks from a city or state 
different from the return address, excessive packaging material, and others. If a package 
appears suspicious, it should not be opened. The package should be handled as little as 
possible. The room should be vacated and secured promptly and appropriate security or 


aw enforcement agencies promptly notified Box 1) 


Box 1. Handling of Suspicious Packages or Envelopes 





Do not shake or empty the contents of a suspicious package or envelope 

Do not carry the package or envelope, show it to others, or allow others to 
examine it 

Put the package or envelope on a stable surface; do not sniff, touch, taste, or 
look closely at it or any contents that may have spilled 

Alert others in the area about the suspicious package or envelope. Leave the 
area, close any doors, and take actions to prevent others from entering the 
area. If possible, shut off the ventilation system. 

Wash hands with soap and water to prevent spreading potentially infectious 
material to face or skin. Seek additional instructions for exposed or poten- 
tially exposed persons. 

If at work, notify a supervisor, a security officer, or a law enforcement official 
If at home, contact the local law enforcement agency. 

If possible, create a list of persons who were in the room or area when this 
suspicious letter or package was recognized and a list of persons who also 
may have handled this package or letter. Give the list to both the local public 
health authorities and law enforcement officials. 
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Methicillin-Resistant Staphylococcus aureus Skin 

or Soft Tissue Infections in a State Prison — Mississippi, 2000 
On October 25, 2000, the Mississippi State Department of Health (MSDH) notified 
CDC that, since November 1999, 31 inmates had acquired methicillin-resistant Staphylo 
coccus aureus (MRSA) skin or soft tissue infections at a state prison. During November 
1998-—October 1999, no MRSA infections had been reported at the prison, which houses 
approximately 1,200 female and 1,800 male inmates. This report summarizes the case 
nvestigation and the nasal culture prevalence survey conducted by MSDH and CDC 
during November 2000. Findings indicate that MRSA infections were transmitted 
person-to-person within the prison, and that the number of asymptomatic carriers was 
unexpectedly high for a nonhealth-care setting. Correctional facilities can reduce the 
increasing prevalence of MRSA disease by identifying and appropriately treating 
infected persons and by instituting prevention measures 


A case of MRSA infection was defined as a skin or soft tissue lesion occurring in a 
state prison inmate with symptoms (e.g., pus, pain, warmth, or tenderness) and with 
MRSA cultured from the site of infection during November 1999—November 2000. Cases 
were identified by interviews with physicians and inmates and a review of the prison’s 
medical, laboratory, and pharmacy records. Fifty-nine inmates had an illness that met 
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the case definition (Figure 1); 46 (78%) were women, and the median age was 33 years 
(range: 19-70 years). The median length of incarceration was 397 days (range: 3-3,717 
days) 

Records of 45 (76%) infected inmates were reviewed. Three (7%) had been hospital- 
ized during the year preceding infection. Twenty-six (58%) had infections on the legs and 
seven (16%) on the arms. Fifteen (33%) were diagnosed with furuncles, 12 (27%) with 
skin abscesses, and 11 (24%) with open wounds; 21 (47%) had cellulitis, and two (4%) had 
systemic infections requiring hospitalization. Infections resolved after a median of 
3 weeks (range: 1-36 weeks). Systemic antimicrobials were used to treat 44 (98%) 
infected inmates, 35 (78%) received topical antimicrobials, six (13%) required incision 


FIGURE 1. Number of cases of methicillin-resistant Staphylococcus aureus* (MRSA) ina 


state prison, by month and year of onset — Mississippi, November 1999-November 
2000' 








1999 | 2000 


Month and Year of Onset 


Defined as a skin or soft tissue lesion occurring in a state prison inmate with symptoms (e g 
pus, pain, warmth, or tenderness) and with MRSA cultured from the site of infection during 
November 1999-November 2000 

n=59 





Vol. 50 / No. 42 MMWR 


Methicillin-Resistant Staphylococcus aureus Continued 


and drainage, and wound dressing was prescribed for 21 (47%). Nineteen (90%) of the 21 
infected inmates with wound dressings changed their dressings themselves. During 
interviews, 15 (33%) infected inmates reported helping or being helped by other inmates 
with wound care or dressing changes. Twenty-six (58%) reported lancing their own boils 
or other inmates’ boils with fingernails or tweezers; 40 (89%) shared personal items 
(e.g., linen, pillows, clothing, and tweezers) that potentially were contaminated by wound 
drainage. 

To assess the extent of MRSA carriage among the inmates, swab specimens of both 
anterior nares were collected from all female and a one third systematic sample of male 
inmates. Of 1,757 inmates sampled, 86 (4.9%) were MRSA carriers. More women (73 of 
1,241 [5.9%]) were carriers than men (13 of 516 [2.5%]) (p=0.003), and inmates who had 
been incarcerated for >60 days were more likely to be carriers (84 of 1,565 [5.4%]) than 
those who had served less time (one of 142 [0.7%]) (p=0.01). 

Of the 59 infection-associated isolates, 41 (69%) were tested and genotyped at CDC. 
All 41 isolates were confirmed as MRSA and 40 (98%) were susceptible to gentamicin, 
rifampin, trimethoprim-sulfamethoxazole, clindamycin, vancomycin, and chlorampheni- 
col; three (7%) were resistant to levofloxacin. Pulsed-field gel electrophoresis of isolates 
revealed that three MRSA strains predominated: genotype A (24 [59%]), genotype B 
(seven [17%]), and genotype C (four [10%)). 

During December 2000, CDC and MSDH provided the Mississippi State Department 
of Corrections and the prison with control measures such as optimizing antimicrobial 
treatment of infected inmates, reinforcing infection control practices (e.g., implementing 
Standard Precautions [7] at prison clinics, educating inmates in personal hygiene and 
wound care), using antibacterial soap, and establishing an MRSA skin infection surveil 
lance system. 

Reported by: R Culpepper, MD, R Nolan, MD, S Chapman, MD, Univ of Mississippi Medical 
Center, Jackson; A Kennedy, MPH, M Currier, MD, State Epidemiologist, Mississippi State Dept 
of Health. Div of Healthcare Quality Promotion, National Center for Infectious Diseases; and an 
EIS Officer, CDC. 

Editorial Note: S. aureus is an important and common pathogen in humans. It is found in 
the nose or on the skin of many healthy, asymptomatic persons (i.e., carriers) and can 
cause infections with clinical manifestations ranging from pustules to sepsis and death. 
Most transmission occurs through the contaminated hands of a person infected with or 
carrying S. aureus. MRSA infections frequently are encountered in health-care settings 
(2). Since the 1960s, treatment of these infections has become more difficult because 
S. aureus has progressively acquired resistance to previously effective antimicrobial 
agents (2). In 1999, 2,538 (53.5%) of 4,744 intensive care unit patients with hospital- 
acquired S. aureus-associated infection had MRSA (3). Less information is available on 
long-term-care facilities, where prevalence of MRSA carriage may range from zero to 
33% of the residents (4). 

Risk factors for infection with MRSA in health-care settings include prolonged hospi- 
tal stay, exposure to multiple or prolonged broad-spectrum antimicrobial therapy, stay in 
an intensive care or burn unit, proximity to patients colonized or infected with MRSA, use 
of invasive devices, surgical procedures, underlying illnesses, and MRSA nasal carriage (5). 

Although community-onset MRSA infections have been reported recently (6), little is 
known about their epidemiology or prevalence of carriage. Community outbreaks have 
occurred among injection-drug users; aboriginals in Canada, New Zealand, and Austra- 
lia; Native Americans/Alaska Natives in the United States; and players of close-contact 
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Shigella sonnei Outbreak Among Men Who Have Sex with Men — 
San Francisco, California, 2000-2001 


Shigella sonnei causes approximately 10,000 cases of gastroenteritis each year in 
the United States (7). These infections occur predominately among young children and 
usually are associated with poor hygienic conditions in child-care settings. Outbreaks of 
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Shigella sonnei Outbreak — Continued 


shigellosis among men who have sex with men (MSM) have occurred because of direct 
or indirect oral-anal contact (2,3) but usually are caused by Shigella flexneri (4). This 
report describes an investigation of S. sonnei cases that occurred among MSM in San 
Francisco during May—December 2000. Following efforts to heighten awareness, the 
number of cases has declined, but new cases continue to occur at low levels in this risk 
group (Figure 1). The increased incidence of sexually transmitted Shigella and other 
sexually transmitted diseases (STDs) in MSM require renewed and innovative preven- 
tion efforts. 

During June—-December 2000, 230 cases of culture-confirmed* S. sonnei infection 
were reported to the San Francisco Department of Public Health; an average of 21 cases 
(range: 13-29 cases) occurred during the same period from 1996 to 1999. Based on data 
obtained from 230 reported cases, the median age was 39 years (range: 16-77 years) 
and 211 (92%) patients were males. Of 199 males for whom information was available, 
141 (71%) were non-Hispanic whites, 159 (80%) were residents of predominantiy gay 
neighborhoods, and 121 (61%) were self-reported MSM. Sexual behavior was unknown 
for 62 (31%) patients, and 16 (8%) were self-reported heterosexuals. On the basis of 
denominator data obtained from the annual San Francisco HIV/AIDS epidemiology 
report, the rate of S. sonnei infection among MSM was 259 per 100,000 population. The 
rate among all other groups, including women and heterosexual men, was 16 (5). 


*Defined as culture-confirmed S. sonnei infection in residents of San Francisco County aged 
>15 years 


FIGURE 1. Number of adult Shigella sonnei infections, by month, year, and sex — 
San Francisco, California, January 2000—-September 2001 
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Editorial Note: This report indicates that S. sonnei can cause large community outbreaks 


ugh sexual transmission among MSM. The strains circulating among MSM were 


different from those circulating in the rest of the community, indicating unique 
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Weekly Update: West Nile Virus Activity — 
United States, October 17-23, 2001 


The following report summarizes West Nile virus (WNV) surveillance data reported to 
CDC through ArboNET and verified by states and other jurisdictions as of October 23 
2001 

During the week of October 17-23, six human cases of WNV encephalitis or meningi- 
tis were reported in Pennsylvania (three), New Jersey (two), and Florida (one). During 
the same period, WNV infections were reported in 101 crows, 45 other birds, and 26 
horses. A total of 31 WNV-positive mosquito pools were reported in five states (Connecti 
cut, Florida, Georgia, New York, and Ohio) 

During 2001, 37 human cases of WNV encephalitis or meningitis have been reported 
in Florida (10), Maryland (six), New York (six), New Jersey (six), Connecticut (five), Penn 
sylvania (three), and Georgia (one); one death occurred in Georgia. Among these 37 
cases, 20 (54%) were in males, the median age was 69 years (range: 36-81 years), and 
dates of illness onset ranged from July 13 to October 7. A total of 3,796 crows and 1,394 
other birds with WNV infection were reported from 25 states and the District of Columbia 
(Figure 1); 151 WNV infections in other animals (all horses) were reported from 11 states 
(Alabama, Connecticut, Florida, Georgia, Kentucky, Louisiana, Massachusetts, Missis- 
sippi, New York, Pennsylvania, and Virginia); and 725 WNV-positive mosquito pools were 
reported from 14 states (Connecticut, Florida, Georgia, Illinois, Kentucky, Maryland, Mas- 
sachusetts, Michigan, New Hampshire, New Jersey, New York, Ohio, Pennsylvania, and 
Rhode Island) 

Additional information about WNV activity is available at <http:/Awww.cdc.gov/ncidod 


dvbid/westnile/index.htm> and <http://cindi.usgs.gov/hazard/event/west_nile 
west_nile.html>. 
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FIGURE 1. Areas reporting West Nile virus (WNV) activity — United States, 2001* 
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* As of October 23, 2001 


Mississippi reported WNV infection in a horse but no birds 


Notice to Readers 


National Lead Poisoning Prevention Week — October 21-27, 2001 


October 21-27 is National Lead Poisoning Prevention Week (NLPPW), and this year’s 
theme is “Treat Yourself to Lead-Safe Living: Harvest the Rewards.” Childhood lead 
poisoning is considered the most preventable environmental disease of young children, 
but approximately one million children have elevated blood lead levels. One of the 
national health objectives for 2010 is to eliminate childhood lead poisoning in the United 
States (objective 8-11) (7). The goal of NLPPW is 1) to raise awareness about this serious 
health issue and the importance of screening at-risk children at aged 1-2 years and 
children aged 3-5 years who have not been screened previously and 2) to urge persons 
to take precautions to minimize exposure to lead. 

In commemoration of NLPPW, events such as state proclamations, free screenings, 
lead-awareness community events, and educational campaigns will be conducted 
nationwide. CDC, the Environmental Protection Agency, and the U.S. Department of 
Housing and Urban Development are collaborating to coordinate activities and offer 
assistance to campaigns at the local level. Additional information about NLPPW activities 
is available from state or local health departments. 

Additional information about preventing childhood lead poisoning is available at http: 
//cdc.gov/nceh/lead or from the National Lead Information Center, telephone (800) 424- 
LEAD ([800] 424-5323). 
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Reference 
1. US Department of Health and Human Services. Healthy people 2010 (conference ed, 2 vols 
Washington, DC: US Department of Health and Human Services, 2000 


Notice to Readers 


Availability of Final Recommendations on Reducing the Risk 
for Transmission of Enteric Pathogens at Petting Zoos, 
Open Farms, Animal Exhibits, and Other Venues 


Final Recommendations on “Reducing the Risk for Transmission of Enteric Pathogens 
at Petting Zoos, Open Farms, Animal Exhibits, and Other Venues Where the Public Has 
Contact With Farm Animals” are available on the Internet. Draft recommendations were 
published in MMWA on April 20, 2001. Readers were invited to submit comments and 
suggestions before July 1. Twenty-six submissions were received and reviewed. The 
final recommendations are posted under “Outbreak Reports and Publications” at http 
www .cdc.gov/ncidod/dbmd/outbreak/recomm_farm_animal.htm 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending October 20, 2001, with historical data 
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TABLE !. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending October 20, 2001 (42nd Week)* 





Cum. 2001 Cum. 2001 




















October 26, 2001 
TABLE Il 


Provisional cases of selected notifiable diseases, United States 
weeks ending October 20, 2001, 





Chlamydia 


and October 21, 2000 (42nd Week)* 


Crypt 
Cum 





Esch 
spondiosis 


| Cun 


i 2000 


serichia coli 
2001 





0157:H7 








PHUS 


rv 





200K 


| 

4 

i Cum 
dies 


2001 











Vol. 50 / No. 42 


TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending October 20, 2001, and October 21, 2000 (42nd Week)* 
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(Cont'd) Provisional cases of selected notifiable diseases, United States, 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending October 20, 2001, and October 21, 2000 (42nd Week)* 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending October 20, 2001, 
and October 21, 2000 (42nd Week)* 
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H_ influenzae. Measles (Rubeola) 


invasive A 8B 
Cum | Cum | Cum 


2001' 2001 __j 2000 





indigenous Imported Total 
Cum Cum 


2001 2001 2001 


+ ~ 





Cum 


2000 


Cum 
2001 





Cum 


2001 


Cum 


2000 2001 

















| Cum 
2000 





Reporting Area 





> (year-t 


2d Measies 


ngch 


Jnavailabie 


g year 


ases include 
dren aged <5 ye 


2001 are pr 


A 
vo 


visional and 


nly those resulting 
ars, serotype was reported for 


‘ 


reported ¢ 


smulat 


rom ime 


ases 


ve (year-t 


,orMtatio 
113 


3 


n fron 


ther 


uNtries 
i of those, 20 were type b 





Vol. 50 / No. 42 


TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending October 20, 2001, 
and October 21, 2000 (42nd Week)* 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
October 20, 2001 (42nd Week) 
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